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Y 000] Initial Comments Y 000

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

This Statement of Deficiencies was generated as
a result of a complaint investigation conducted at
your facility from 8/6/09 to 8/14/09. This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division.

The facility was licensed for 10 Residential
Facility for Group beds which provide care to
persons with Alzheimer's disease, Category Il
residents. The census at the time of the survey
was 10. One resident file was reviewed and 2
employee files were reviewed.

Complaint #NV00022728 was substantiated. See
Tag Y0853

The following deficiencies were identified:

Y 626| 449.2702(6)(b)(1,2,&3) Restraint Definition Y 626
SS=D

NAC 449.2702
6. As used in this section:
(b) "Restraint" means:

(1) A psychopharmacologic drug that is used
for discipline or convenience and is not required
to treat medical symptoms;

(2) A manual method for restricting a
resident's freedom of movement or his normal
access to his body; or

(3) A device or material or equipment which is
attached to or adjacent to a resident's body that

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 626 | Continued From page 1 Y 626
cannot be removed easily by the resident and
restricts the resident's freedom of movement or
his normal access to his body.
This Regulation is not met as evidenced by:
Based on observation on 8/14/09, the facility
failed to ensure 1 of 10 residents were not
restrained by the use of full bed rails (the bed in
Bedroom #2 had full bed rails). Resident #1 was
observed on 8/14/09 restrained in his wheel chair
by a strap.
Severity: 2  Scope: 1
Y 853 449.274(3)(a) Medical Care / Records Y 853
SS=D

NAC 449.274

3. A written record of all accidents,
injuries and ilinesses of the resident
which occur in the facility must be
made by the caregiver who first
discovers the accident, injury or
illness. the record must include:

(a) The date and time of the accident
or injury or the date and time that
the iliness was discovered.

This record must accompany the
resident if he is transferred to
another facility.

This Regulation is not met as evidenced by:
Based on interview and record review on 8/14/09,
the facility failed to ensure that 1 of 10 residents
had a written record of an resident's accident or

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 853 | Continued From page 2 Y 853

injury (Resident #1).

Severity: 2 Scope: 1
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